Background and Objectives: To estimate the incidence of operative complications and compare operative cost and overall cost of different methods of benign hysterectomy including abdominal, vaginal, laparoscopic, and robotic techniques.
INTRODUCTION
Hysterectomy is the most common gynecologic surgical procedure performed in the United States with approximately 600,000 cases per year, accounting for over $5 billion health care dollars. 1 In the United States (US), 20% of women will have had a hysterectomy by the age of 40 2 increasing to 33% by the age of 65, 3 and 43% by the age of 85, 4 making it the second most common surgery American women undergo.
Analysis of US surgical data showed that abdominal hysterectomy is performed in 66% of cases, vaginal hysterectomy in 22% of cases, and laparoscopic hysterectomy in 12% of cases. 5 Professional organizations as well as research institutes have issued guidelines in support of minimally invasive procedures, vaginal hysterectomy in particular, when choosing the method of hysterectomy. 6, 7 Despite these recommendations and evidence of superior health and economic outcomes, most hysterectomies continue to be performed via a laparotomy.
Requirements for savings in the health system accompanied by a limited budget available for health care and increased demands on clinical excellence have led to the need to evaluate cost and effectiveness of treatments. With the introduction of new technology for hysterectomy as well as the push for shorter hospital stays, new data are needed to estimate the most cost-effective method of hysterectomy. The main objectives of our study are to estimate the incidence of operative complications and compare operative cost and overall cost of different methods of benign hysterectomy, including abdominal, vaginal, laparoscopic, and robotic techniques.
METHODS

Data Collection
A retrospective cohort study was undertaken. All gynecological cases performed at Brigham and Women's Hospital from January 1, 2009 to December 31, 2009 were retrospectively obtained from operating room (OR) case records. All indications were collected, but only patients with benign indications were included in this study. Information was abstracted from electronic medical records, which were reviewed for each patient. The information obtained from the charts included the medical record number, date of birth, age, insurance carrier, body mass index (BMI), parity, preoperative and postoperative diagnoses, hysterectomy performed, concomitant procedures, pathology report, length of stay, surgeon, assistant type (attending, fellow, or resident), estimated blood loss (EBL), indication for surgery, prior abdominal surgery, uterine weight, postoperative complications, postoperative admission, intraoperative complications, conversions, and OR time. We collected in-room to out-of-room times instead of the commonly reported skin-to-skin time, because there are properties inherent to certain patients that make them more difficult to intubate, position, or undergo uterine manipulator placement, and different methods require different setups prior to skin incision, which contributes to the utilization of an OR. Intraoperative complications were defined as bowel, urological, or vascular injuries, or EBL Ͼ 1000. 8 Hysterectomies were divided by method and maintained in intention-to-treat categories. For example, all laparoscopic hysterectomies that were converted to open were still analyzed as the laparoscopic method. Hospital accounting ledgers were used to obtain operative and total encounter hospital costs as well as operative and total encounter billing charges. The study was reviewed and approved by the Brigham and Women's Internal Review Board. Statistical descriptions and analyses were performed using SAS software (SAS Institute Inc., Cary, NC; Version 9.0). Associations were tested using 2 for categorical variables and Student t tests for continuous variables where appropriate. A multivariate linear regression analysis was also performed for the variables under study as they relate to the outcomes and costs as listed. A P value Ͻ 0.05 was considered significant for all variables.
Cost Approximation
Costs were categorized as cost to the hospital and costs to the patient (patient charges). We defined patient costs as the actual bill sent to the patient or insurance company, because this is what the patient or insurance company actually sees. Costs were also divided into OR-specific costs and total costs for the hysterectomy encounter. OR costs were obtained from hospital accounting ledgers and include direct costs (equipment cost and OR time) and indirect costs in 5 categories (day surgery, ambulatory procedure room, nursing, recovery room, non-nursing). Cost based on OR time is calculated according to a fee schedule that bills in 15-min increments. The fee schedule is based on a combination of labor, supplies, and fixed equipment for an operating room and is adjusted every calendar year. Equipment cost includes what the hospital pays for all disposables, and the depreciation costs of nondisposables are itemized for each case. The cost of the equipment is then multiplied by a graduated fee to create a patient cost. Robot amortization and yearly maintenance are accounted for with a flat fee for every robot case that is adjusted every calendar year. Total encounter costs include direct (labor, supplies, fixed equipment) and indirect costs (cost of depreciation per square foot of unit) related to the encounter. Hospital OR and encounter costs are what the hospital estimates it spent for the patient's OR and total encounter. Reimbursements vary considerably in the United States depending on the multitude of individually negotiated agreements between public and private payer organizations and therefore were not analyzed.
RESULTS
The study included 1079 women who underwent hysterectomy by any method. Fourteen cases listed as laparoscopic-assisted vaginal hysterectomies (LAVH) were excluded, because they represent the combination of 2 procedures; 375 cases were excluded for a diagnosis of cancer; and 2 cases were excluded for incomplete billing information. In total, 688 patients were included in our analysis. The cases were performed by 49 different gynecological surgeons in a gynecology-specific OR pod with a single group of residents and fellows. Our operating room is divided into pods by specialty, so all supervising anesthesiologists, circulating nurses, and scrub technicians were familiar with gynecologic procedures. A specific team of gynecology and robotic-trained scrub technicians and circulating nurses performed all of the robotic cases. All patients were cared for postoperatively by a single group of nurses on a gynecology women-only unit in our institution. Patient characteristics and indications are listed in Table 1 . The most common indications were fibroids (n ϭ 316, 45.9%), bleeding (n ϭ 247, 35.9%), prolapse (n ϭ 101, 14.7%), and endometriosis (n ϭ 84, 12.2%). Many patients had more than one indication. The mean BMI was 29.0 (range, 16.2 to 62.3) and mean age was 49 (range, 18 to 85).
Perioperative outcomes are listed in Table 2 
DISCUSSION
The present study sought to estimate the differences in cost and complications among different methods of hysterectomy performed for benign reasons. Intraoperative complication rates did not significantly differ between all methods of benign hysterectomy. Because outcomes seem to be similar between methods of benign hysterectomy, it has become increasingly important to take patient costs into account. There are many reasons why a surgeon may perform a particular method of hysterectomy based on patient characteristics, surgeon skill set, and perceived difficulty of the procedure. However, in patients for whom more than one method would be equivalently feasible, we aimed to estimate the relative differences in cost to the patient for each particular method of hysterectomy. In our cohort, vaginal hysterectomy was the least costly method to patients. Laparoscopic hysterectomy was less expensive than abdominal hysterectomy and robotic hysterectomy. Even though abdominal hysterectomy had a longer length of stay, longer OR times made robotic hysterectomy the most expensive method when looking at OR costs and total patient costs.
Our data differ from previously published reports that found abdominal hysterectomy to be the most expensive method of hysterectomy in cancer patients 10 ; however, it reflects gynecology literature that finds the robotic method to be the most expensive method for other benign gynecologic procedures including myomectomy 11 and sacrocolpopexy. 12 We theorize that patients who undergo hysterectomy for benign indications are healthier and have a shorter length of stay for abdominal hysterectomy that negates the cost of the longer operative times of robotic hysterectomy.
We analyzed actual patient charges as the cost-basis for the patient costs reported in this paper. The use of billed charges as a cost basis is likely to overestimate the true absolute cost, and therefore the costs we report are higher than other numbers in the literature. 13 Unfortunately, the absolute costs of procedures in the American health care system are opaque and difficult to calculate given the discordance between the cost of providing a service, the amount a patient is charged, and the amount that is reimbursed. Nonetheless, by using hospital charges as the cost-basis, we preserve the internal validity of relative cost differences between patients because they are calculated the same way for each patient in our cohort. Moreover, these hospital charges are itemized and scale more directly with operative time, surgical complications, length of stay, and other probable cost drivers compared to hospital estimates and individually negotiated reimbursement agreements. Interestingly, when we analyzed actual hospital costs according to the hospital's accounting ledger, the total hospital cost for each method of hysterectomy differed by less than $1000. We theorize that estimating inpatient costs directly associated with each patient is difficult, and that hospital costs are shared among patients within a unit equally. This finding displays an example of cost shifting between all patients in a department, an increasing practice in hospitals today. Since all patients in our cohort who underwent hysterectomy were cared for on a single unit, the hospital attributes a similar cost burden to each patient, regardless of method or length of stay. Perhaps the most striking finding of our study was the inaccuracy of using hospital costs when attempting an internal comparison.
Although this study represents a large patient database, it is limited by its retrospective nature with inherent selection bias, as patients with similar indications cannot be randomized to different methods. The data collection itself is subject to measurement bias as a result of inaccurate coding of procedures or errors in data gathering. The variety in concomitant procedures (prolapse repair, bilateral salpingo-oophorectomy) as well as indication (fibroids versus prolapse) represents many confounders that add to heterogeneity of results, and this may limit our final interpretation by diluting an effect that took place in only one subgroup. Our robotic cohort had a low number with only 14 or 2% of cases. Even though all of these cases were performed by experienced minimally invasive surgeons who had completed their learning curve of cases (and who perform robotic hysterectomy at other institutions regularly), the low number of cases may not demonstrate the full effect of the group. We realize that certain patient characteristics lend to method selection and surgeon bias that cannot be completely controlled for in our study despite efforts at isolating these characteristics with multivariate analyses. It may well be that surgeons will continue to choose a method based on concomitant procedures rather than costs, even in the absence of contraindications to recommended methods. Our decision to include hysterectomies that were performed for heterogeneous indications presents an inherent trade-off with regard to comparing the modes of access.
Despite the fact that only 8% of US physicians would choose abdominal hysterectomy as the preferred ap- proach for themselves or their spouse, 14 barriers still remain preventing minimally invasive surgery. Vaginal hysterectomy is thought to be performed in only 19% of eligible patients, with proposed barriers including lack of uterine prolapse, fibroids, or needing to perform a concurrent bilateral salpingo-oophorectomy. 15 Even in our institution, vaginal hysterectomy was geared toward nonobese patients with smaller uteri and prolapse. Similarly, since the laparoscopic technique emerged in the late 20th century, 15 it has not been adopted in a rapid fashion due to lack of training during residency, technical difficulty, and operating times. 14 Minimally invasive procedures have been previously associated with a perceived greater cost 16 ; however, the perceived greater cost is not actualized in our study. These barriers to minimally invasive hysterectomy prevent cost savings from being maximized with regards to hysterectomy nationwide.
CONCLUSION
Our data show the differences in complication rates and costs among abdominal, vaginal, laparoscopic, and robotic hysterectomies. With changing technology and further costminimization strategies, a shift must occur toward cost-effective minimally invasive methods of hysterectomy, so the health care system can experience more savings and greater clinical excellence with regards to the most common gynecologic procedure performed.
